Background
Results
In 2017, median of health centres (HCs) per 15,000 inhabitants and their Gini indices (GIs) for Afar, Dire-Dawa, and Tigray were 0.781, 0.566, 0.591 vs. 0.237, 0.280, 0.216 respectively. Median overall skilled health workers (SHWs) per 10,000 inhabitants were 5.250, 7.539, and 6.246, respectively. These accounted for 11.80%, 16 
Introduction
Achieving fair access to healthcare and improving population health are crucial in all settings [1, 2] . Proponents of the human rights hold that healthcare (both public and clinical) is a human right, which is practically applied and has a strong moral foundation [3, 4] . The rightsbased approach to healthcare is believed to improving people's access, especially in low-and middle income countries [5] . Nevertheless, as healthcare is a scarce resource that must be rationed, identifying the root problems of unaffordable healthcare is essential to fix appropriate solutions accordingly [6] . Others hold that the right to health and healthcare should balance both the social interests and individual rights. Hence, whether healthcare is a human right or not is a continuing debate [7] . Access is a complex concept. Access to healthcare is understood as a means to realising objectives such as greater efficiency and better-quality services. Despite the complex processes involved, the universal health coverage (UHC) plays a vital role in accessing the healthcare services for all. The sustainable development goals (SDGs) do not consider the UHC target as an end itself. Rather, UHC is a political choice to strengthen countries' ever-changing complex systems towards sustainable health development [8, 9] .
The difference in viewpoints concerning access and access to healthcare is a continuing debate. Hence, there is no single method to measure access to healthcare. Despite various views towards access, i.e., political, an opportunity to use healthcare, the first step towards health for all, and use and availability of healthcare resources, none of which defines access comprehensively. Access is a general concept that represents the degree of fit between the clients and the healthcare system. The set of specific, independent and interconnected dimensions that help optimise and measure access to healthcare are availability, accessibility, accommodation, affordability, and acceptability [10] .
Ethiopia is one of the least developing countries in the world and the second populous country in Africa. The Ethiopian government has been committed to improving the accessibility of essential healthcare services to all citizens through decentralisation, encouraging partnership with the private sector and inclusive participation of stakeholders. The healthcare has been reoriented to achieve the universal access to PHC by the year 2017 and improve the responsiveness of healthcare to people's needs and expectations [11] . Nevertheless, the weak infrastructure, limited distribution systems, and the poor services quality have hindered universal access to healthcare services [12] . Our study focused on the availability and accessibility dimensions of access. Accessibility refers to the spatial and people aspects of healthcare services and is subject to adequacy of available healthcare resources and their fair distributions. Thus, the accessibility of the healthcare resources and services can be measured by using either the place or peoplebased approach. The place-based approach requires pertinent information concerning the spatial or physical proximity between the point of service production and the stable residences of the service users. The second approach considers the service users' characteristics including their culture, life style, time and other resources to use the services [10, 13, 14] .
Despite the extensive search, we found limited evidence concerning the district-based availability, adequacy, and fairness in the distributions of PHC resources and services in Ethiopia. This study aims to assess the provider perspective of people-based availability and accessibility of healthcare services in three representative regions (Afar, Dire-Dawa, and Tigray) in Ethiopia from 2015 to 2017. The findings are anticipated to contribute to the reduction of the provider perspective barriers to healthcare and improvements in PHC services and ultimately achieving health-related SDGs across Ethiopia and perhaps beyond.
Methods

Study design and settings
We used a cross-sectional study to analyse the magnitude and trend of inequalities in the accessibility of health centre-based PHC resources of districts in three regions in Ethiopia. Afar, Dire-Dawa and Tigray regions were purposefully included in the study to represent the four pastoralist/agro-pastoralist, three urban, and four agrarian regions in Ethiopia, respectively. Tigray is located in northern Ethiopia and consist of 52 districts (18 urban or municipalities and 34 rural districts). Afar stretches from Awash (near the centre) to the northeast (bordering Djibouti and Eritrea), and has 34 districts (two urban or municipalities and 32 rural). Dire-Dawa is located in eastern Ethiopia, and has only one administrative district consisting of nine health centres (HCs) catchment areas (six in urban and three in rural settings) or "operational districts" henceforth districts.
Data sources and data collection
We used the Central Statistical Agency (CSA) of Ethiopia's census-based annual population estimates, annual total government health expenditure (GHE) in Ethiopian Birr, the total number of functional HCs and SHWs (health officers, nurses, midwives, and their cumulative summation) who provide services within HCs in each district. Data were collected from 16 th December 2017 until 24 th May 2018 using a tailored template.
The population estimates of the districts were obtained from the Planning and Policy Directorate of the Federal Ministry of Health of Ethiopia (FMOH). The annual approved total GHE for each district and the total number of functional HCs in the districts were obtained from the Bureau of Finance and Economic Development (BoFED), and Bureau of Health in each region respectively. The total number of SHWs by professional category were obtained from the Human Resources Management (HRM), and Planning and Budgeting directorates at the Regional Health Bureaus (RHBs), and from the HRM of the Woreda (district) Health Offices in the regions.
Analysis and interpretation
Our analysis was based on data from 51 districts (17 urban or municipalities and 34 rural districts) in Tigray, nine operational districts (six urban and three rural) in Dire-Dawa and 34 districts (two urban or municipalities and 32 rural districts) in Afar region. One urban district in Tigray was excluded from the analysis because it did not have health centre-based PHC services provision during the study period (S1 Dataset). First, we calculated the annual GHE per capita in Birr and the ratios of the HCs per 15,000 inhabitants of each district. Besides, the district-level annual ratios of the SHWs were calculated per HC, and per 10,000 inhabitants separately [15] .
We then applied the people-based accessibility of healthcare services approach [13] in the egalitarianism perspective, which assumes equal accessibility of essential healthcare services to all regardless of cost [14, 16] . The unit for the analysis was district. We compared the densities and the accessibilities of the healthcare resources between urban and rural districts in Tigray and Dire-Dawa, and among categories of districts in Afar region, taking into account the hardship allowance (HA) and average altitudes of each district in metres above sea level (masl). We used mean with standard deviation (SD) and median with interquartile range (IQR) to describe the distributions during the year 2017.
The Theil, Atkinson, and the Gini indices were used to describe the inequalities. We applied the Theil T (TT) and Theil L (Mean Logarithmic Deviation (MLD)) measures. The Theil T was performed at α = 1, while the Theil L was computed at α = 0 [17] . The TT shows changes that affect the upper tail of the distribution and the MLD is sensitive to changes that affect the lower tail of the distribution. The values fall in the interval [0, 1) and the value closer to zero signifies more equality and higher value more inequality [18, 19] .
Furthermore, we analysed the Atkinson indices (AIs) at the inequality aversion parameter (epsilon) of 0.5, 1, and 2. The higher the epsilon (ε) value, the more sensitive the Atkinson index becomes to inequalities at the bottom of a distribution. We further calculated the Gini index (GI), which is a sensitive indicator to small changes in the mean and location of the distributions. The Atkinson and Gini values fall in the interval [0, 1] , where the values closer to zero show more equality and higher values more inequality [18, 20] . We performed the overall Gini value decomposition of each SHWs category during 2017 into three components: net between district Gini (G B ), the interaction term Gini (G I ) and the net within district Gini (G W ). These Gini components additively provide the overall Gini value of a distribution. The interaction term is an overlap in the distributions between the categories for the districts. This technique clearly shows the net between-group difference by addressing the issues of the reranking effect [21] . The change in inequality between 2015 and 2017 for the distributions was evaluated using the Gini decomposition at two points in time [22] . We used bootstrap technique to determine the 95% confidence interval (CI) for the indices. STATA version 14.1 was used for the analysis and considered significant at a p-value of 0.05. The discussions of the findings were based on the Gini values.
Results
Government health expenditure (GHE)
The mean and median of GHE per capita and Gini value for each region is presented in Besides, a reduction in the GHE per capita was observed as the altitudes of the districts decline. The GI of the GHE per capita was the lowest for Dire-Dawa (GI = 0.152) and the highest for Afar (GI = 0.268).
Availability of health centres
The overall densities of HCs in Tigray, Dire-Dawa and Afar regions were 0.591, 0.566 and 0.781 per 15,000 inhabitants during 2017 respectively ( Table 1 
Availability and density of SHWs
The densities of the different categories of SHWs in each region is presented in Table 2 . The median SHWs per HC was lowest for HOs in Afar (Med. = 1.417, IQR: 1.000-2.000) and highest for nurses in Dire-Dawa (Med. = 14.000, IQR: 13.000-14.000). The median overall SHWs .64% of the overall inequality in the cumulative SHWs of each region respectively. However, the net between district difference in the overall SHWs in Dire-Dawa explained 57.02% of the overall inequality of the aggregate SHWs in the region. Our analysis also revealed that the Atkinson index at epsilon value of two (ε = 2) and the GI were more sensitive to the inequalities of almost all the distributions analysed. The indices for each category of the SHWs and the overall SHWs in Tigray and Dire-Dawa (Table 4) were lower than the indices for Afar in 2017 (Table 5 ). The AI at ε = 2 and the GI for Tigray showed higher overall SHWs inequality in the urban districts (AI = 0.396; GI = 0.301) than in the rural districts. The AI at ε = 2 and the GI for the overall midwives in Dire-Dawa (AI = 0.291; GI = 0.276) revealed relatively higher inequality than the other categories of SHWs in the region. In Afar, all the indices except the AI at ε = 0.5 indicated high inequality for midwives working in districts with altitudes of less than 500 masl. The indices revealed that there was high overall SHWs inequality in districts with 30% HA than in the other categories of districts.
Inequality in accessibility of SHWs
Inequality changes
We observed statistically significant inequality changes of all distributions from 2015 to 2017 only in Tigray (Table 6 ). The average growth rate (AGR) of 0.339 in the allocation of GHE towards the disadvantaged populations resulted in 10.00 percentage points reductions (p < 0.001) in the overall inequality in the regional GHE. 
Discussion
This study analysed district level densities of available PHC resources and the magnitude and trend of their inequalities across three regions in Ethiopia. Our findings revealed regional differences in the accessibility of healthcare resources. The variations in GHE per capita among the regions might be due to differences in institutional capacity, accountability [23] , access to resources, i.e. finance, and other contextual factors. Although Tigray had the lowest GHE per capita, it showed significant reductions in the inequalities of the GHE per capita and the SHWs compared to the other two regions. These progressive changes in the allocations of the healthcare resources might be due to improvements in governance, accountability, commitment of the local administrations and public participation for enhancing the accessibility of PHC services [24] . The relatively higher GHE per capita in Afar and Dire-Dawa regions might indicate their high expenditures on hardship allowances. One study in Uganda also found more spending mainly for wages than for the expansion of health infrastructure [25] . Fair accessibility of well-staffed PHC facilities is a prerequisite to ensure the coverage of essential healthcare services, thereby leading to reach UHC and reductions in healthcare outcome inequalities [26, 27] . Our findings indicated that the median density of HCs in the rural districts of Tigray and Dire-Dawa were about 1.46 (p = 0.001) and 2.21(p = 0.010) times higher than the median densities in the urban districts of the corresponding regions. However, there was no significant difference in the density of HCs between the NHA districts and districts with HA in the Afar region. Regardless of these regional differences, our study revealed fewer overall density of HCs than that reported from other studies in Africa and elsewhere [15, 28] . A study in a rural district in Ethiopia reported a relationship between low accessibility of a health centre and the risk of mortality in under-five children [29] . Inaccessibility to healthcare has been reported as a common challenge, especially in the public health sector of under-resourced countries [30] . The median of HOs and midwives per HC in the Afar region were below the minimum threshold [31] . The inadequately staffed health centres, the scattered and nomadic-pastoralist way of life for the majority of the Afar people, and the harsh climate might have hindered the accessibility of healthcare services in the region [32] . Evidence from Chad also showed that accessible healthcare services to mobile pastoralists contributed to the achievement of 80% antenatal care contact coverage [33] . Besides, there is a positive association between population density and coverage of PHC services [34] . The relatively fair distribution of HCs and the inadequate staffing in Afar required attention to ensure the accessibility of PHC services. Another study in Africa reported a critical shortage of SHWs at PHC centres than at higher-level health facilities [35] .
The densities of SHWs per health centre in Tigray and Dire-Dawa were in line with the minimum requirement of the Ethiopian Standard [31] . Our findings revealed compliance of the minimum threshold of three midwives per health centre in Tigray, while previous study in the same region reported 50% fulfillment [36] . This difference might be due to the progressive staffing of the health centres. However, in Afar, only the density of nurses was almost in line with the minimum standard. One district-based study in southwest Ethiopia found a difference in the density of SHWs per HC, and an association between higher density of SHWs and the efficiency of HCs [37] . Despite the compliance of each category of SHWs per HC with the national minimum threshold in Tigray and Dire-Dawa, the densities of SHWs per 10,000 inhabitants were too small, which may imply the limitations of the per facility staffing norms [38] . The median overall SHWs (7.539) and nurses (5.154) each per 10,000 inhabitants in the urban setting of Dire-Dawa were higher than the average SHWs (7.37) and nurses (2.32) reported from a study in urban settings in China [39] . However, the densities of the nurses in all three regions in our study were lower than the density reported from Angola. The study in Angola also shows a higher density of nurses in rural than in urban areas [40] . The median of midwives per 10,000 inhabitants in rural areas of Dire-Dawa were about twice (p = 0.016) that of the urban area. In Afar, the medians of HOs and overall SHWs each per 10,000 inhabitants in the NHA districts (Med. = 1.167 and Med. = 8.233) were respectively about three times (p = 0.039) and two times (p = 0.033) higher than the median densities in districts with HA (Med. = 0.428 HOs and Med. = 3.833 overall SHWs). The regional differences in the accessibility of SHWs identified in our study are consistent with the evidence reported from studies elsewhere [41, 42] .
The median overall SHWs per 10,000 inhabitants in Afar (5.250), Tigray (6.246) and DireDawa (7.539) regions were 23.03%, 27.39%, and 33.07% respectively of the WHO minimum threshold, which is 22.8 SHWs to achieve the coverage of essential healthcare services [43] . These densities were also 11.80%, 14.04%, and 16.94% (for the three concerned regions) of the WHO minimum threshold of 44.5 SHWs to achieve the UHC and SDGs for health by 2030 [44] . We found extremely low densities of SHWs, which might indicate the level of efforts required to progress towards UHC [42] . Unless mechanisms are devised to increase the staffing and retain adequate SHWs, the densities of the SHWs remain far below the minimum threshold to achieve SDGs [45] .
The low density of SHWs in the pastoralist Afar region could be related to multiple factors. Staffing the HCs with an adequate number of SHWs and locating them close to where the people live, particularly for the nomadic people who move a lot, have limited access to infrastructure, health facilities, safe drinking water, telephone networks, may contribute to reduction of inequalities in the accessibility of SHWs [32, 46, 47] . Afar is the region that is more likely to suffer from imbalances in the accessibility to PHC services. The relatively higher densities of SHWs in the NHA districts and the declining densities of SHWs along with declining average altitudes of the districts implies the harsher context for the SHWs to cope, which could be non-compensable by the existing rates of HA.
The low densities of SHWs plus the inequalities in their distributions found in our research, indicate the magnitude of existing challenges to achieve sustainable health development in Ethiopia. The Gini values for nurses during 2017 in Tigray (GI = 0.193) and Dire-Dawa (GI = 0.178) were lower, while in Afar (GI = 0.372) it was higher than that reported from Cameroon (GI = 0.308) [48] . The Gini values for nurses working in the urban settings in Tigray (GI = 0.179) and Dire-Dawa (GI = 0.185) were less than half of the Gini value for nurses (GI = 0.48) reported working in the urban settings in China [39] . In Afar region, the Gini value for nurses (GI = 0.509) was almost three times that of the Gini values for nurses in Tigray and Dire-Dawa regions and was higher than that reported from Fiji (G = 0.412) [49] .
The increased GHE allocation towards the disadvantaged populations in Tigray resulted not only a significant overall GHE per capita inequality reduction (p < 0.001), but also associated with marked declines in SHWs inequalities in the region (p < 0.05). These achievements could be related to improvements in the overall governance and commitment of the local administrations [11, 24] . However, the increasing tendency in HCs accessibility in favor of the advantaged populations (p = 0.062) might potentially increase the inequalities of the SHWs in Tigray. The inequality values for all indicators in Dire-Dawa were generally smaller than for the other two regions. The inequality changes between 2015 and 2017 for both Dire-Dawa and Afar regions remained insignificant. While allocating more SHWs could have contributed to the reduction in the inequalities [47] , attracting and retaining the SHWs in such remote areas as Afar with a harsh climate and poor infrastructure is still a big challenge due to financial reasons as well as welfare and other conditions for employees. These issues call for a multi-sectoral development intervention to improve the availability and accessibility of other public services in the context.
Strengths and limitations
To the best of our knowledge, this is the first study which investigates the population-based accessibility of PHC resources using district-level data of three regions representing the agrarian, pastoralist/semi-pastoralist, and urban regions in Ethiopia. The findings provided a clear picture, we envisage, about the densities of the PHC resources, and the magnitude and changes in inequalities. The comparisons between the urban and rural districts in Tigray and DireDawa, and among the categories of districts based on context-specific criteria in Afar and the use of different inequality measures further provided evidence-informed policy recommendations to improve PHC services in the regions. Nonetheless, our study focuses mainly on the supply side of PHC system and cannot inform about the demand side, which might have influenced the accessibility of the PHC services in the contexts.
Conclusions
Fair accessibility of PHC services can contribute to the achievement of SDGs for health. The HCs' fair distributions across three regions in Ethiopia might imply the promising efforts of the local and regional administrations towards UHC. However, the low densities of SHWs, and the inequalities in their distributions, especially in the Afar region can hinder both the accessibility of the basic healthcare services and compromise the quality care, users' satisfaction, and achieving health-related SDGs. Our findings indicate the need for further investigation to identify factors that contributed to the low densities of SHWs and the solutions to compensate hardship, so to attain a better density of SHWs, especially in the Afar region, and improve PHC services ultimately. 
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